sections might show very few cells, and nearly all cartilage. A few years ago a tumour was put into a London museum and described as one of chondroma of the scapula; it had been removed with part of the scapula. It looked innocent, and when examined microscopically it was pronounced to be innocent; therefore it was labelled. chondroma. A year later another specimen was brought from the same case, a recurrence, and accordingly the first specimen had to be re-labelled "chondrosarcoma." A very interesting point was raised at the last meeting by Sir Frederic Eve, and mentioned by Mr. Gask that evening-namely, the registration of these growths. For years he had had it in his mind that all malignant cases ought to be registered, and not only so, but microscopic sections from such cases should be kept in one place, and there was not much question as to where that place should be-namely, the Royal College of Surgeons Museum. He wished the staffs of all hospitals would make a point of seeing that this was done. It was impossible to know too much about such cases as those under discussion, and he hoped the suggestion would be acted upon. If duplicate microscopic sections were preserved in the College Museum, with short note attached, including the name, age, and sex of the patient, they would form an invaluable collection. The accuracy of the diagnosis of all the tumours could be verified, or the reverse, in the light of further knowledge.
Mr. CHARLES A. MORTON (Bristol): I should like to speak first about the treatment of myeloid sarcoma. For many years surgeons have recognized that, for this form of sarcoma, the portion of bone in which the tumour is growing may be resected, and that amputation is not required. But up to the year 1898 there was no record of a case of excision of the portion of bone containing the growth from either of the main bones in the lower limb, in this country. At that time I determined to try if I could resect the bone and save the limb even with a myeloid sarcoma occupying the head of the tibia. I resected 3 in. of the upper end Qf the tibia and s in. from the lower end of the femur, and then screwed the bones together. Although, of course, there is a little more than 3 in. of shortening, yet with the aid of an extra thick sole he has been able to work at a laborious occupation ever since, and has had no recurrence, now fourteen years after the operation.
The case is fully reported in the British Medical Journal for 1898.1 In cases in which it may be necessary to excise a greater length of bone than I did in this case, it may be necessary to use a bone-graft to unite Brit. Med. Journ., 1898, ii. p. 228. the bones, but I feel sure that, unless the shortening would be very great indeed, it is better to secure firm, bony union between the tibia and femur, by direct union of one bone with the other, and compensate for the shortening by the raised boot.
With regard to what I wish to say with reference to the treatment of periosteal sarcoma, and the forms of central sarcoma other than myeloid, I fear you will not agree with me. We all recognize that periosteal sarcoma is a most deadly disease, and most surgeons believe that the only way to deal with it is by amputation, and some surgeons consider that we must not amputate through the affected bone, even though at a considerable distance from the growth, but always at the joint proximal to it. I suppose we all realize the terrible prognosis of the disease even after amputation. Let me remind you of what Sir Henry Butlin said in the last edition (1900) of his book on the " Surgery of Malignant Disease," based on a very careful study of statistics. He says, writing of periosteal sarcoma of the femur: " Everything leads to the belief that, in the present state of our diagnosis of subperiosteal sarcoma of the femur, amputation of the limb holds out really no prospect of permanent success." We must remember that this was written in 1900, and at a time when we had the aid of radiography in making an early diagnosis. And Sir Henry Butlin also shows that, in two-thirds of the cases of periosteal sarcoma of the leg bones, the patient died with metastases after amputation, though local recurrence was not often present.
In order to show that it. is right treatment to excise the portion of bone in which a periosteal sarcoma is growing, and save the limb, surgeons have not to bring forward a series of cases free from recurrence for a large number of years, for no such series can be shown as the result of the sacrifice of the limb. All that is necessary is -to show that the results of the adoption of this line of treatment are no worse than after amputation, for it is obviously a great advantage to save the limb. Although in this country there have been very few cases in which a periosteal sarcoma has been excised, yet this has been done in a good many cases by Continental surgeons, and you will remember that when Professor Goldmann came over to this country and spoke at one of our meetings, he told us that he had excised periosteal sarcoma with a result which would have been surprisingly successful after amputation.
But I feel very strongly that in the case of either of the main bones of thellower limbs, it is.only if we get the case quite early, when D-28 84 Morton: Sarconzata and Myelonmata of Long Bones the growth is only small, that the possibility of resection should be considered, for we must resect a considerable length of what appears healthy bone, above and below the growth, or if it involves the articular end we must take away with it the neighbouring joint, for the growth may extend into its ligaments. I do not wish to take up time by considering the possibilities of bridging a long gap in the tibia or femur by bone-grafting, and this has already been considered at some length by Sir Frederic Eve, but what I wish to emphasize is the need of the removal of a considerable margin of healthv bone with the growth. And when the surgeon has resected the portion of bone on which the tumour is growing I think he should cut it open longitudinally, not only in central sarcoma but even in periosteal sarcoma, to see that he is as far away from the growth in the interior as on the surface, for even a periosteal sarcoma might have advanced farther in the interior of the shaft than was apparent on the surface; and I think all muscles and tendons attached to the affected portion of bone should be cut as far from their attachment as possible. There is one fact which seems to me in favour of reaction in some cases of periosteal sarcoma, and that is that the tumour is very often well differentiated towards the surrounding tissues. Gross, who did such good work in connexion with malignant disease of bone many years ago, found that this was so in almost half the cases of periosteal sarcoma. If, on exploration, I found the growth infiltrating the surrounding muscles, I should regard such a case as unsuitable for excision.
I would venture to point out that surgeons are not always consistent in the practice which they advocate with regard to the treatment of periosteal sarcoma. Sir Henry Butlin has shown (" Operative Surgery of Malignant Disease," 1900 edition) that after excision of a sarcoma of muscle recurrence is almost invariable, and yet excision of such growth has been the accepted practice, and is advised in some of the text-books of surgery rather than amputation of the limb.
In one of my cases I removed the upper half of the fibula for a chondrifying periosteal sarcoma the size of a coco-nut, and the patient had quite a useful limb after the operation. There were two local recurrences; one was excised eight months after the operation, and the other fourteen months after the operation. She had no further local recurr ence, but more than three years after the operation she had symptoms of intrathoracic growth from which she died. The full details of the case are published in the Bristol Medico-Chirurgical Journal for 1906, vol. xxiv, pp. 313-18. 
